The primary goal of any orthodontic treatment should be achieving an excellent clinical outcome; however, completing treatment within a reasonable timeframe is also important. In recent years, there has been increasing interest in potential methods of reducing orthodontic treatment times (Uribe et al. 2014 ) and although the focus has been on conventional treatment, we should not forget that reducing treatment times is also important for more complex multidisciplinary cases. The management of orthognathic, joint-restorative and cleft cases has the added influences of the respective multidisciplinary team interfaces that are required, but treatment times for these individuals can also be excessive, in many instances. This has been previously highlighted by the reporting of prospective data (O'Brien et al. 2009 ) and in this issue of the Journal of Orthodontics, with the reporting of orthognathic treatment data from a UK teaching hospital (Cartwright et al. 2016 ). In addition, within the last 2 years the British Orthodontic Society Clinical Effectiveness Bulletin (www.bos.org.uk/Profe ssionals-Members/Research-Audit/Audit) has reported multiple audits of orthognathic treatment duration where one of the repeated outcomes is that patients should be provided with more accurate information on orthognathic treatment duration.
These investigations consistently report significant improvement in occlusal outcome for patients undergoing this type of combined treatment, but with average total treatment times (appliance placement to removal) in excess of 30 months. Interestingly, only a few of these investigations suggested that a change in the fundamental process of treatment may also be required. This is disappointing because (albeit) retrospective data from the East of England region has indicated that significant reductions (around one third) in overall orthognathic treatment times are possible (Jeremiah et al. 2012 ). These were achieved by one unit through a proactive, goal-centred, coordinated and collaborative team effort, where patients were allocated surgical dates several months in advance of their pre-surgical orthodontics being completed and then typically commenced their active fixed appliance adjustment phase only 4 weeks after surgery. Inevitably, these approaches involve increased flexibility by orthodontists and surgeons around the timing of surgery and consequently, no loss-of-time waiting for a surgery date. Crucially, shorter treatment times were not associated with compromised occlusal outcomes (Jeremiah et al. 2012 ).
So why is there not more focus on reducing orthognathic and other complex orthodontic treatment times? Arguably, this might be due in part to some inertia to change from individual clinicians, teams and institutions where this treatment is predominantly carried out (hospitals and university departments in the UK). Indeed, the fundamental care pathway for orthognathic patients has not changed significantly since the inception of this treatment. Furthermore, it could be argued that the current system of payment for secondary care (complex) orthodontics in the UK does little to encourage the adoption of new techniques and faster clinical processes; because in reality, this would mean that the hospital receives less payment for a course of treatment if fewer appointments are required. Perversely, a clinically inefficient orthodontist or clinic may actually generate an artificially inflated income by treating a relatively small number of patients with a larger number of pre-and post-surgical treatment appointments. More radically, the adoption of a 'surgery first' approach has been advocated as a method of reducing orthognathic treatment times, although the evidence base is weak (Peiro-Guijarro et al. 2016 ). In particular, for selective class III orthognathic cases this approach can reduce treatment time, where pre-surgical orthodontics can be minimized or even avoided and post-operative treatment is relatively short (Cousley and Turner, 2014; Hernandez-Alfaro et al. 2014) . Whilst the NHS surgical tariffs remain the same with these approaches, the clinical planning and fixation costs may be higher, but total orthodontic income would be substantially less. Is this not an argument in favour of (non-syndromic) orthognathic and complex camouflage orthodontic treatments being commissioned with a range of NHS fixed fees, in order to encourage more patient-centred, shorter treatment times and hence better use of orthodontic clinical time and resources? This is already the case for self-funded treatment and the commissioning of orthodontics in primary care.
Understandably, patients are frequently concerned at the prospect of 2-3 years active treatment with fixed appliances. However, we tend to forget that from their perspective, time spent in the pre-treatment decisionmaking phase is also regarded as time spent in clinical care. In the investigation reported in this issue, this period took over 10 months on average (Cartwright et al. 2016) . Clearly patients need to wait before starting their treatment if residual dentofacial growth or psychological issues are significant factors, or they require preliminary dental treatment (including extractions). However, in my experience (of treating 45-70 osteotomy cases per year) the vast majority of orthognathic patients make a fully-informed decision to proceed with treatment following only a new patient consultation and then one attendance at a multidisciplinary surgical clinic. It is arguable that such patients' treatment may be unnecessarily delayed by the traditional approach of booking a separate records appointment before the joint consultation, and with clinical rather than patient indecision. Furthermore, patient attendances (and absence from school or work) may be minimized at the start and end of orthodontics by simple steps such as laboratory sizing of molar bands for transpalatal appliances and posting out of replacement retainers. Digital model records are also likely to reduce the need for additional appointments even further.
In an era of patient-centred care and fiscal responsibility, orthodontists have a duty to pursue clinical efficiency whenever possible. In the field of combined orthognathic treatment, this requires that the patient journey is limited to a reasonable time period and it is incumbent on both clinicians and commissioners to seek ways of achieving this.
